Early counselling
It is very helpful if the 'core members' of the cleft palate team can visit parents and see the baby in the maternity hospital. This enables arrangements to be made for preoperative orthodontics if indicated, advice about feeding (which should be kept as simple as possible -usually a normal teat with a large hole) and, most importantly, enables the members of the cleft palate team to explain the future management.
Preoperative orthodontics
The author is an enthusiast for preoperative orthodontic management for clefts of primary palate with deformity of the alveolus and for wide clefts of the secondary palate. Opponents of preoperative orthodontics argue that there is no evidence of long-term benefit and that several cleft palate teams produce excellent results without its aid. However, it is our experience that the benefits are considerable. Feeding often immediately improves, the parents usually obtain psychological benefit from becoming involved in the child's management, the cleft is narrowed (reducing the amount of potentially damaging dissection required at surgery to both lip and palate) and there may be long-term benefits to speech by the early correction of the position of the tongue.
Neonatal repair
There are a few enthusiastic advocates for neonatal repair of the cleft lip, with the possible benefits of improved psychological well-being of parents and, perhaps, of some improvement in long-term results.
This has yet to be proved.
The majority of cleft surgeons do not favour neonatal repair, arguing that the presumed increase in anaesthetic risk is not justifiable, that it leads to compromises in surgical technique (particularly ifthe regular cleft surgeon is unavailable within the baby's first forty-eight hours), that it makes preoperative orthodontics impossible and that psychological benefits may be outweighed by the difficulties parents may have in coming to terms with the abnormality and the inevitable residual deformity.
Repair of the cleft lip
Most surgeons now repair the cleft lip at between two and three months. It is now generally accepted that repair of the abnormally directed orbicularis muscle is most important. There is, however, disagreement about the role of primary surgery on the maxilla and about primary correction of the nasal deformity.
Primary bone-grafting has largely been abandoned. Experience with periosteoplasty as described by Skoog 1 has generally given rather disappointing results in terms of alveolar bone formation. More recently AnderI2 has demonstrated a technique of periosteal elevation and release which does not attempt to produce bone at the alveolus but does appear to improve the bony base of the nose by producing new bone on the anterior maxilla.
As lip repair technique has improved attention has been directed towards the nose, which is often the most unsatisfactory feature of the result. It has been felt for some time that early direct surgery on the alar cartilages and septum may interfere with growth. However, there has now been a good long-term study'' which has demonstrated that fairly radical nasal surgery does not appear to interfere with growth and can produce excellent results. It is probably better to avoid internal incisions which may lead to stenosis.
There is also some disagreement about whether attempts should be made to close the alveolar defect primarily. It may be possible to do this simply by a single layer nasal closure, but this will probably not be successful in wide clefts. Buccal mucosal flaps have been used but have tended to fall out of favour because they look rather unsightly and because teeth do not generally erupt through them. On the assumption that surgery around the alveolus may be particularly detrimental to growth, some surgeons have abandoned attempting alveolar closure at this stage. A little nasal leak of fluids usually stops in early childhood as a slit-like defect remains.
Closure of the bilateral cleft lip poses many more .problems. Preoperative orthodontics is particularly helpful. One-stage repair is usually possible, the main aim being to attempt to reconstruct an orbicularis sphincter by mobilization ofthe muscle from the lateral elements and bringing it through the prolabium. Results are often disappointing.
Repair of the cleft palate
There is increasing evidence that speech results are better if the palate is repaired at least before the age of twelve months and many surgeons are now repairing the palate at six months or younger. The main argument against early repair has been concern about detrimental effects on growth. This confused subject has yet to be completely resolved. There is no doubt that many cleft patients are destined to have maxillary hypoplasia, irrespective of surgery. However, there is also little doubt that certain types of traumatic surgery have a deleterious effect on growth. At the same time as early surgery has been advocated, there has also been an increasing awareness of the importance of relatively atraumatic surgery. Some surgeons avoid raising the periosteum during palatal repair. Several series have shown that the push-back technique of WardilllKilner does not produce better speech results and, as it produces more scarring, many have abandoned it for the old Opinion has turned against the technique pioneered by Schweckendiek where the hard palate is left open in the hope that maxillary growth 'will be improved. Several series have shown grossly impaired speech in these patients and it is generally now felt that this is not justifiable.
Following the work of Braithwaite? many have felt that the abnormal musculature anatomy of the soft palate should be primarily corrected by intravelar veloplasty. The aims in this operation have been outlined following cadaver dissections of the normal palatal musculature", The musculature (particularly levator palati) should be dissected from its abnormal insertion onto the back of the hard palate and on to the nasal and oral mucosa of the anterior palate to be united across the midline in the middle third of the velum. Recently, Furlow" has described a technique which incorporates a Z-plasty in the soft palate repair, the abnormal musculature being incorporated in the oral flap on one side and the nasal flap on the other.
Assessment of speech results following cleft palate repair is complicated by difficulties in subjective assessment of speech. This may be one reason for the widely differing reported incidence of velo-pharyngeal incompetence.
Submucous cleft palate is a pure example of a basically mesodermal abnormality. Radical intravelar veloplasty produces generally very good results. Pharyngoplasty, which is felt by some authors to be essential, does not prove to be necessary in many patients.
Secondary surgery
Decisions about secondary management (surgical, orthodontic, otological and speech therapy) should be made following discussion by the cleft team and the priorities discussed with patients and parents. Successful secondary surgical management depends on an accurate diagnosis of the problem. It is important to establish whether the defect is skeletal, muscular or cutaneous. It is also important to establish the reason for the secondary deformity. This may be due to inadequate primary correction, inadequate tissue or inadequate growth.
Inadequate primary correction
Inadequate nasal correction may result from maxillary hypoplasia at the piriform aperture, poor orbicularis oris reconstruction, poor positioning of the alar base and perhaps also from inadequate primary correction. Unsatisfactory orbicularis oris reconstruction is a common cause of deformity, particularly in bilateral clefts.
Inadequate correction of the velar muscular abnormality may be the cause of velopharyngeal incompetence. This can be diagnosed by oral examination of the point of maximum excursion of the soft palate (levator insertion), by nasendoscopy (which reveals a soft palate which is concave backwards and sometimes centrally grooved) and by lateral cineradiography which reveals a levator 'knee' or eminence which is situated in the anterior part of the velum. Radical secondary intravelar veloplasty (palate re-repair) produces pleasing results in patients who fulfil the necessary criteria. Results are less satisfactory in older patients but pharyngoplasty is avoided in many patients.
Inadequate tissue
It is easy for the surgeon to blame the hypoplasia of tissues for poor results. It appears that hypoplasia of soft tissues is not a common problem, but skeletal hypoplasia in the region of the alveolus, around the piriform aperture and of the hard palatal shelves, is an undoubted cause of many of the problems seen in cleft patients.
The operation of pharyngoplasty is based on the premise that there is inadequate velar and pharyngeal tissue to achieve velopharyngeal competence. The complications of pharyngoplasty are being increasingly recognized and it is undoubtedly an unphysiological and to some extent irreversible operation. Nevertheless, it is necessary on occasions.
Recent discussions of alveolar bone-grafting in the mixed dentition phase described by the cleft palate team in Osl07 have been enthusiastically received by many and hold out the prospect to patients that longterm prosthetic dental replacement may no longer be inevitable in the patient who has had a complete cleft.
Inadequate growth
Whatever the reason, inevitably patients will reach maturity with inadequate skeletal growth. Maxillary (and occasionally mandibular) osteotomies in the cleft patient have transformed the situation for many older patients.
Conclusion
There are many new and promising advancements in the management of the cleft patient. Few of these advances have been submitted to the rigours of controlled randomized trials and firm evidence is difficult to obtain because of the difficulties in establishing such trials and in assessing results. Nevertheless, with improved communication between members of the cleft team and between workers around the world, progress is being made.
